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Abstract
BackGround Studies on feedback in youth mental health care are scarce and implementa-
tion of feedback into clinical practice is problematic.
Objective To investigate potentially effective components of feedback from Routine Out-
come Monitoring (ROM) in youth mental health care in the Netherlands through a three-
arm, parallel-group, randomized controlled trial in which a literature-based, multi-faceted 
implementation strategy was used.
Method Participants were randomly allocated to three conditions (basic feedback about 
symptoms and quality of life; basic feedback supplemented with clinical support tools; dis-
cussion of the feedback of the second condition with a colleague while following a stand-
ardized format for case consultation) using a block randomization procedure, stratified 
by location and participants’ age. The youth sample consisted of 225 participants (mean 
age = 15.08  years; 61.8% female) and the parent sample of 234 mothers and 54 fathers 
(mean age of children = 12.50 years; 47.2% female). Primary outcome was symptom sever-
ity. Secondary outcomes were quality of life and end-of-treatment variables. Additionally, 
we evaluated whether being Not On Track (NOT) moderated the association between con-
dition and changes in symptom severity.
Results No significant differences between conditions and no moderating effect of being 
NOT were found. This outcome can probably be attributed to limited power and imple-
mentation difficulties, such as infrequent ROM, unknown levels of viewing and sharing of 
feedback, and clinicians’ poor adherence to feedback conditions.
Conclusions The study contributes to our limited knowledge about feedback from ROM 
and underscores the complexity of research on and implementation of ROM within youth 
mental health care.
Trial registration Dutch Trial Register NTR4234 .
Keywords Routine outcome monitoring · Feedback · Youth mental health care · 
Randomized controlled trial · Implementation
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Background
Worldwide 10–20% of children and adolescents experience mental disorders (World Health 
Organization 2018). Mental disorders are the leading cause of disability in young people, 
and they severely limit young people’s development, educational attainments, and oppor-
tunities to lead fulfilling and productive lives as adults. Therefore, providing successful 
treatments for mental disorders and prevention of treatment failures are the main goals of 
clinical practice. However, many children, adolescents, and adults drop out of therapy pre-
maturely (Swift and Greenberg 2012; Warnick et al. 2012) or have negative therapy out-
comes (Reese et al. 2014; Warren et al. 2010). Nevertheless, clinicians are overly optimistic 
about their effectiveness (Walfish etal. 2012), and they are unable to predict which cli-
ents are likely to deteriorate (Hannan et al. 2005; Hatfield et al. 2010). Clients who do not 
achieve positive change during treatment will require a disproportionately greater amount 
of treatment resources (Lambert et al. 2007). Clinicians, therefore, may benefit from hav-
ing systematic and reliable information about the functioning of their clients (Hamilton and 
Bickman 2008).
Routine Outcome Monitoring (ROM) refers to the feedback of information from regu-
lar assessments of clients’ progress throughout treatment, to clinicians or clients, or both, 
to facilitate clinical decision making (Scott and Lewis 2015). The feedback indicates 
what components of treatment do and do not seem to be working so that the clinician 
can, through dialogue with the client, be more responsive to deterioration and modify the 
treatment when needed in order to reduce treatment failures (Bickman et  al. 2012). The 
increasing body of evidence showing that feedback can improve outcomes prompted the 
American Psychological Association Taskforce on Evidence Based Treatments (2006) to 
recommend that clinicians routinely collect and use client-report data to inform treatment 
(Sparks and Duncan 2018).
The effects of feedback in adult mental health care have been studied extensively, and 
results have indicated small negative to large positive effects (Carlier et al. 2012; Gondek 
et al. 2016; Knaup et al. 2009; Lambert et al. 2018; Østergård et al. 2018). Positive effects 
have been found on both intervention processes (e.g., improved client–clinician relation-
ships and clients’ engagement in treatment) and outcomes (e.g., reduction of symptoms, 
shorter treatment length, and fewer deteriorated clients). Feedback appeared to be espe-
cially effective when it included clinical support tools (CST; Harmon,et al. 2005), which 
are practical suggestions for overcoming possible obstacles (e.g., problems with self-effi-
cacy, the social network, motivation, and the therapeutic alliance; Krägeloh et  al. 2015; 
Shimokawa et  al. 2010) in order to achieve a good outcome. The best results have been 
reported for clients who had not been improving during treatment, the so‐called Not On 
Track (NOT) clients (De Jong et al. 2014; Simon et al. 2012). However, the most recent 
Cochrane review (Kendrick et al. 2016) and meta-analysis (Lambert et al. 2018) found very 
small differences in outcome between the feedback and no-feedback groups. The additional 
analyses in these papers suggested that feedback might improve outcomes for NOT clients 
and reduce the number of sessions required for OT clients. Again, the differences were 
small (d = 0.22 and d = 0.33, respectively). Moreover, the evidence for all comparisons was 
graded as low quality, because all included studies were considered at high risk of bias. In 
most cases this was due to inadequate blinding of assessors, significant attrition at follow-
up, and indirectness of the evidence.
Despite the fact that providing continuous feedback has been viewed as part of good 
practice and feedback studies in adult mental health care are abundant, the implementation 
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of ROM is often problematic and the take-up by clinicians is low (Patterson et al. 2006). 
Surveys spanning different countries indicate that fewer than 20% of practitioners (17.9% 
of psychiatrists, 11.1% of psychologists, and 13.9% of masters-level practitioners) engage 
in ROM, and as few as 5% use it during every session (Lewis et al. 2019). Jensen-Doss 
et  al. (2018) showed that only 13.9% of clinicians reported using standardized progress 
measures at least monthly and 61.5% never used them. Even in RCTs, as many as half of 
the clinicians do not use feedback during treatment (Simon et al. 2012). Good implementa-
tion into clinical practice seems crucial for feedback to have an effect on outcome (Bratt-
land et al. 2018). It seems necessary that implementation efforts also target clinicians’ atti-
tudes, motivation and skills through training and supervision and that clinicians have the 
opportunity to discuss feedback with their clients and allow it to inform the treatment.
Research concerning feedback in youth mental health care is scarce. A recent system-
atic review and meta-analysis (Tam and Ronan 2017) identified only 12 studies that could 
be included. The results suggested that collection and application of continuous feedback 
from youth clients throughout treatment, particularly on a session-by-session basis, could 
produce positive, short-term effects on youth well-being. However, the effects of the feed-
back were small. There has been only one Cochrane review (Bergman et al. 2018), and it 
reported only six published randomized controlled trials, which were mostly with older 
children and adolescents (11–18 years old). Five of these studies were conducted in the 
United States and one in Israel. The studies showed only small negative to small positive 
effects on clients’ symptoms, treatment acceptability (a reduction in drop-out), the thera-
peutic alliance, duration of treatment, number of treatment sessions, and client satisfaction. 
Additionally, Bickman et al (2011), (2016) found that better implementation of the feed-
back intervention resulted in better outcomes and that effects were stronger when clinicians 
viewed more feedback reports (a dose–response effect). Nevertheless, no firm conclusions 
could be reached about the effectiveness of feedback in psychological therapy for children 
and adolescents, because of considerable inconsistency in results among different studies 
and because the evidence was considered of very low-certainty because of a high risk of 
bias (Bergman et al. 2018). None of the studies was blinded or attempted to blind clinicians 
and participants (high risk of performance bias); only one study had blind outcome asses-
sors (high risk of detection bias); and all of the studies had incomplete outcome data and/
or non-transparent reporting of participants’ flow through the study (high risk of attrition 
bias). It was concluded that additional studies are needed that avoid the risk of perfor-
mance, detection and attrition biases, also include younger children and are conducted in 
countries other than the United States.
Besides the paucity of studies on feedback in youth mental health care, little is known 
about mechanisms that underlie the effects of feedback and the specific components 
of the feedback. Most theories about the mechanisms of feedback start by comparing 
current treatment results with the final goal of recovery (cf. Contextualized Feedback 
Intervention Theory Riemer and Bickman 2011). This results in a positive or negative 
evaluation of the clinician’s performance. It is expected that clinicians who receive a 
negative evaluation will change their performance if they prefer externally generated 
feedback (de Jong et  al. 2012); and/or they accept the feedback and have sufficient 
self-efficacy to adjust the treatment they deliver accordingly (cf. Goal-Setting Theory; 
Locke and Latham 1990); and/or they have detailed action plans regarding when, where, 
and how their behavior should change (Ivers et al. 2010). Research on the components 
of feedback has suggested that feedback should be specific, tailored to the needs and 
preferences of the clinician, written or graphic instead of verbally delivered, delivered 
directly after data collection to concretize the connection between the feedback and the 
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clinician’s behavior, given frequently so that changes in processes and outcomes can be 
clarified directly and necessary corrective actions can be taken, and supplemented with 
concrete suggestions and directive interventions regarding ways to improve (CST; Har-
mon et al. 2005; Miller et al. 2005; Seidman et al. 2010; Slade et al. 2008). Above all, 
feedback can have an effect only when clinicians actually pay attention to and actually 
use the feedback (Claiborn and Goodyear, 2005).
In brief, research on feedback in youth mental health care is scarce, little is known about 
the mechanisms underlying the effects of feedback, and good implementation of the feed-
back into clinical practice has been problematic. The purpose of this study was to extend 
the literature on the effective components of feedback in youth mental health care while 
optimizing the chance that clinicians would actually implement the feedback in their day-
to-day practice. We investigated several potentially effective components of feedback from 
ROM, in youth mental health care, and in the Netherlands. We extracted the feedback con-
ditions directly from feedback theories, and we also examined a mechanism through which 
feedback might work. Additionally, we used a literature-based, multi-faceted strategy to 
implement the feedback conditions in clinical practice. We compared three different feed-
back conditions. In the first condition, clinicians received basic feedback regarding clients’ 
symptoms and quality of life. In the second condition, the feedback from the first condition 
was extended with clinical support tools. Thus, the feedback in the second condition was 
more specific and more tailored to the needs of the clinicians, and it provided more infor-
mation about the clinicians’ actual behavior. In the third condition, the feedback from the 
second condition had to be discussed with a colleague while following a standardized for-
mat for case consultation. We thereby prevented clinicians from disregarding the feedback, 
and a peer who had personal relevance for the clinician provided additional advice. In all 
conditions, children, adolescents, and their parents were asked to complete the question-
naires. The primary outcome measure was symptom severity, and the secondary outcome 
measures were quality of life and end of treatment variables. Overall, we expected that 
the effects of the feedback would increase with the intensity with which it was provided. 
Hence, it was hypothesized that the third feedback condition would be most effective in 
decreasing symptom severity and improving clients’ quality of life, and that it would affect 
the end of treatment variables most favorably. We also examined the role of being Not On 
Track (NOT) and hypothesized that feedback would be most effective for children and ado-
lescents who were NOT.
Method
Design
We examined the effects of different components of feedback from ROM in youth men-
tal health care through a three-arm, parallel-group, randomized controlled trial, in which 
a literature-based, multi-faceted implementation strategy was used (van Sonsbeek et al. 
2014). We also examined the role of being NOT. The results were analyzed separately 
for children and adolescents (youth sample) and their parents (parent sample). The study 
was registered in the Dutch Trial Register (NTR4234) and was approved by the Ethics 
Committee of Radboud University’s Faculty of Social Sciences (ECG2012-1304-031). 
The authors declare that they have no competing interests.
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Procedure
The study was conducted at all four outpatient youth departments of a specialized men-
tal health care institution in the eastern part of the Netherlands. The study was depicted 
as a way to better implement ROM and to investigate different types of feedback in 
order to determine which feedback worked best for improving clients’ outcome.
All families with children and adolescents between the ages of 4 and 17 years who 
were referred to one of the youth departments from January 2014 to December 2015 
were approached about participating in the study. The families were approached through 
a flyer that was included with the registration forms. No restrictions were made regard-
ing the kind of problem (e.g., developmental, anxiety, or mood disorder) or the kind 
of treatment (e.g., individual vs. group treatment, cognitive-behavioral vs. solution-
focused treatment, frequent vs. sporadic treatment, treatment for the child or adolescent 
only vs. one with additional training in parenting skills). The only exclusion criterion 
was having an insufficient understanding of the Dutch language. For children between 
4 and 11 years old, only parents were approached about participating. For adolescents 
between 12 and 17 years old, both the adolescent and his or her parents were invited 
to participate. Adolescents younger than 16 years were approached about participating 
only after parental consent had been obtained. In accordance with the medical ethical 
guidelines, all parents and 16 and 17  year-old adolescents provided written informed 
consent within the registration forms. Adolescents younger than 16  years provided 
written assent within the registration forms. The secretaries at the youth departments 
checked the registration forms for completeness. Subsequently, the children, adoles-
cents, and their parents were added to the electronic health record system at the mental 
health institution.
Inclusion to the study was performed twice per week. The primary researcher (MvS) 
and the research assistant received overviews with all referred families, double checked 
whether the registration forms had been completed and whether the children, adoles-
cents, and parents had agreed to be included in the study. Children, adolescents, and 
parents who agreed to participate were added to the research file and were randomly 
assigned to one of the three conditions. The participants who were assigned to the sec-
ond or the third feedback condition were asked to complete additional web-based ques-
tionnaires. Participants were followed from January 2014 to August 2016.
All of the participants were asked to complete web-based questionnaires at the start 
of treatment (baseline assessment), one and a half months after treatment had started, 
subsequently every three months during treatment, and at the end of treatment. Partici-
pants in the first condition filled out the standard set of questionnaires (i.e., Strengths 
and Difficulties Questionnaire, KIDSCREEN, and Youth Thermometer), and partici-
pants in the second and third feedback conditions filled out one additional questionnaire 
(Treatment Support Measure).
During the course of the study, approximately 170 different clinicians worked at the 
youth departments. Due to institutional changes, the total number of clinicians and the 
number of clinicians assigned to each department varied during the course of the study. 
In January 2014, 76 clinicians worked in the youth departments. Data on clinicians’ age, 
sex, and discipline were missing for 15 (19.7%), 0 (0.0%), and 2 (2.6%) of the cases, 
respectively. The mean age of the remaining clinicians was 47.41  years (sd = 10.98; 
range, 27–63) and 78.9% (n = 60) of them were female. The clinicians’ primary dis-
ciplines were psychology (n = 36; 48.6%), nursing (n = 20; 27.0%), social work (n = 5; 
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6.8%), psychiatry (n = 5; 6.8%), non-verbal therapies (e.g., psychomotor therapy; n = 5; 
6.8%), and education (n = 2; 2.7%), and one of them was a student (n = 1; 1.4%). The 
clinicians could access the feedback about the results from the questionnaires directly 
in the ROM system or one day after they had been completed in the patient’s electronic 
health record. Before the study began, all clinicians were trained to use feedback from 
ROM. The primary researcher organized one or two training sessions in each depart-
ment, which were scheduled on days and times when most clinicians were already pre-
sent. Each manager communicated that the training for his or her team was obligatory, 
and he or she was present at the training. Accordingly, with a few exceptions, each clini-
cian was trained. During the training, the clinicians received information about ROM, 
the feedback from ROM, and the study, and they practiced with interpreting the feed-
back, discussing the feedback, and using the case consultation form.
The clinicians also received an implementation package with information about ROM, 
the study, and interpretation of the feedback. The implementation package was discussed 
during the training, and it could be used as both a reference when the feedback was dis-
cussed and as a reminder to check for new feedback and to discuss the feedback with a 
colleague.
Throughout the study, the primary researcher organized multiple update meetings in 
each department, both at the request of the managers and on her own initiative. These 
meetings, like the training sessions, were scheduled at times when most of the clinicians 
were already present and were required by their managers to attend. The managers them-
selves were also present at the update meetings. In these meetings, information about ROM 
and about the study was repeated and the interpretation of the feedback, discussion of the 
feedback, and use of the case consultation form were re-practiced. Also, questions were 
answered, and individual cases were discussed, as was the resolution of obstacles. The pur-
pose of these meetings was to train new clinicians and to boost the clinicians’ motivation 
for using ROM and for the study, particularly resolving potential obstacles that might lead 
to the clinicians’ discontinuing their use of ROM. In addition, the primary researcher sent 
a monthly report to the manager and all of the clinicians in each of the departments in 
which she indicated response percentages and offered advice about how to improve the use 
of ROM. As a tangible reward for the team, each department that had a ROM percentage 
above 80 at the start of treatment received a cake. Also, during the entire duration of the 
study, a research assistant spent one day a week checking whether the protocol procedures 
were being followed; whether all of the eligible children, adolescents, and parents were 
being approached; which patients had agreed to participate; and whether participants’ case 
consultation forms had been returned. At the end of each day, the research assistant sent 
each secretarial staff feedback about registration errors that had been made. She also sent 
each clinician who was treating participating children, adolescents, or parents a summary 
report of the assessments that should be completed and the case consultation forms that 
should be returned. The results of having checked for registration errors and for missing 
assessments and case consultation forms were regularly discussed with the managers, so 
that they could encourage their team members to carry out ROM and to remind them to 
return the case consultation forms. Finally, a helpdesk was available to address technical 
problems and to answer questions that the secretaries or the clinicians might have. The 
helpdesk comprised three staff members with advanced knowledge about the ROM system 
and ROM procedures. The helpdesk could be reached by either telephone (direct answer) 
or e-mail (answer within a couple of hours). The number of phone calls and e-mail mes-
sages that the helpdesk received varied both within and between days. In general, however, 
both the secretaries and the clinicians used the helpdesk on a regular basis.
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Sample Size and Randomization
Based on the literature, our study was powered to detect an effect size of 0.30 (Cohen’s 
d, effect size in the small range). Sample size calculations (with alpha = 0.05 and 
power = 0.80) indicated that 144 participants would be needed in each of the conditions 
in order to detect differences among the three feedback conditions. Based on previous 
experiences, we expected that about 50% of the participants would cease completing the 
questionnaires following the baseline assessment. Thus, we aimed to recruit twice as many 
children, adolescents, and parents as the power analysis indicated (288 per condition, total 
N = 864) in order to have the required number of participants in each condition for whom 
the clinicians would have received feedback during the course of the treatment (i.e., at least 
50% of the measurements).
Randomization was conducted at the level of participants. Participants were nested 
within clinicians, and clinicians were nested within departments. Approximately 170 
different clinicians worked at the youth departments during the course of the study and 
each clinician treated between 0 and 5 participants within each condition. Because par-
ticipants were assigned to departments (entire teams) instead of clinicians, we were unable 
to account for the clustering of clients within clinicians. We excluded the possibility of a 
confounding effect of departments within the randomization. Hence, participants were ran-
domly allocated to one of the three conditions (allocation ratio [1:1:1]), and they were strat-
ified by location (four departments) and participants’ age (4–11 year olds and 12–17 year 
olds). Hereby, a block randomization procedure was used. An independent researcher cre-
ated the randomization blocks using a computer-generated procedure. The research assis-
tant filled out the randomization blocks during the inclusion period and determined the 
condition to which each participant was assigned. She also matched the participants to the 
corresponding condition in the ROM system, so that participants received the web-based 
questionnaires for that specific feedback condition. At the end of the inclusion period, 343 
participants had been randomized (Department 1: 31 participants 4–11 years old and 71 
participants 12–17 years old; Department 2: 25 participants 4–11 years old and 72 partici-
pants 12–17 years old; Department 3: 15 participants 4–11 years old and 55 participants 
12–17  years old; and Department 4: 39 participants 4–11  years old and 33 participants 
12–17 years old).
Participants
Figure 1 shows the flow of participants through the study. A total of 1606 children, ado-
lescents, and parents were eligible to participate. A total of 343 children and adolescents 
were randomized; 55 children and adolescents completed the questionnaires themselves; 
for 118 children and adolescents, their parents completed the questionnaires; and for 170 
children and adolescents, both the child or the adolescent and his or her parents completed 
the questionnaires. There was a significant difference between eligible and participating 
children and adolescents in their country of birth (χ2 [1, N = 1598] = 5.59, p = 0.018). More 
nonparticipating children and adolescents (n = 57, 4.5%) than participating children and 
adolescents (n = 6, 1.7%) were born outside the Netherlands.
The youth sample consisted of 225 children and adolescents with a mean age of 
15.08  years (sd = 1.55), and 139 (61.8%) of them were female. The majority of the 
children and adolescents (n = 218, 96.9%) were born in the Netherlands and lived in 
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a two-parent household (n = 146, 64.9%). The main diagnosis of the children and ado-
lescents was a neurodevelopmental disorder (n = 81, 36.0%), in particular autism spec-
trum disorder (n = 38) or attention-deficit/hyperactivity disorder (n = 40); a depressive 
disorder (n = 48, 21.3%); a trauma- and stressor-related disorder (n = 30, 13.3%); or an 
anxiety disorder (n = 23, 10.2%). The mean treatment duration for the children and ado-
lescents was 12.25 months (sd = 5.40), during which there was an average of 25.5 treat-
ment sessions (sd = 29.6).
The parental sample (n = 288) comprised 234 mothers (81.3%) and 54 fathers (18.8%). 
The parents’ child or adolescent was on average 12.50  years old (sd = 3.43), and 47.2% 
(n = 136) of the children and adolescents were female. The majority of the children and 
adolescents (n = 282, 97.9%) were born in the Netherlands and lived in a two-parent house-
hold (n = 182, 63.2%). The main diagnosis of the children and adolescents was a neurode-
velopmental disorder (n = 152, 52.8%), in particular autism spectrum disorder (n = 72) or 
attention-deficit/hyperactivity disorder (n = 74); a depressive disorder (n = 46, 16.0%); a 
trauma- or stress-related disorder (n = 28, 9.7%); or an anxiety disorder (n = 28, 9.7%). The 
Fig. 1  Participation flow through the study
315Child & Youth Care Forum (2021) 50:307–332 
1 3
mean treatment duration for the children and adolescents was 13.44  months (sd = 6.42), 
with an average of 20.8 treatment sessions (sd = 23.7).
Feedback Conditions
In all three of the feedback conditions, the feedback was given to the clinicians, and con-
sisted of a written and graphic summary of the results from the assessment, which were 
compared to norms and cut-off scores. The feedback was given at the start of treatment, 
one and one-half months after treatment had started, and subsequently every three months 
during treatment. The feedback was accessible directly after the questionnaires had been 
completed in the ROM system and transmitted to the electronic health record one day after 
the questionnaires had been completed. Thus, the feedback was integrated into the patient’s 
record in which the clinician also annotated the therapy; therefore, it was integrated into 
the everyday workflow and was readily accessible. However, within the electronic health 
record system, it was not possible to generate an alert to the clinician whenever new feed-
back was available.
In the first (control) condition, the clinicians received basic feedback regarding the 
child’s or the adolescent’s symptoms and quality of life (from the SDQ and the KID-
SCREEN). The feedback included tables and graphs with information about the partici-
pant’s current total and subscale scores, changes in the scores across time, and a list of 
items on which the maximum score had been achieved (i.e., critical items that required spe-
cial attention). By means of this feedback, clinicians were able to evaluate how the child, 
adolescent, or parent was responding to the treatment.
In the second condition, the feedback that was used in the first condition was extended 
with CST, which were based on the Treatment Support Measure (TSM; Warren and Lam-
bert 2013). The TSM identifies possible obstacles to a favorable outcome that the child, 
adolescent, or parent might be facing. The parents of children and adolescents between 4 
and 17 years old completed the TSM-Parent Form (TSM-P), and the children and adoles-
cents between 12 and 17 years old completed the TSM-Youth Form (TSM-Y). The TSM-P 
and TSM-Y each consists of 40 items, which are scored on a five-point Likert scale (rang-
ing from strongly disagree to strongly agree) and which can be divided into subscales. 
The TSM-P subscales are Parenting Self-Efficacy, Parent Social Support, Parenting Skills, 
Parent Distress, and Parent Therapeutic Alliance. The TSM-Y subscales are Self-Efficacy, 
Social Support, Motivation for Treatment, and Therapeutic Alliance. The TSM was recently 
validated for use in the Dutch population (van Sonsbeek et al. 2017). For both the TSM-P 
and the TSM-Y, the internal consistency reliability and convergent validity were good, but 
divergent validity was less convincing, and the results for criterion validity were inconclu-
sive. Based on the results from the TSM, the clinician received supplementary tables and 
graphs. These tables and graphs provided information about the current scores and changes 
in the scores across time. When a subscale score exceeded the cut-off score, practical sug-
gestions were given to the clinician about how the treatment might be improved. Examples 
of these practical suggestions are: Regularely highlight areas in which the youth has shown 
improvement and use these successes as leverage to extend self-efficacy to other areas, pro-
vide encouragement and support by relapses, role play social situations to facilitate the 
acquisition of social skills, and discuss clinician and clinical style match. By discussing 
this feedback, the clinician and the child, adolescent or parent could determine how to 
improve treatment or get back on track for a good outcome.
316 Child & Youth Care Forum (2021) 50:307–332
1 3
In the third condition, the clinicians received all of the information and feedback that 
was provided in the second condition, but additionally they had to discuss the feedback 
with a colleague while using a standardized format for case consultation. During the train-
ing sessions, all of the clinicians were trained in the use of feedback from ROM and the use 
of the standardized format for case consultation. The manager of the department was pre-
sent at the training, expressed support for the study, and emphasized that for children and 
adolescents in the third condition it was obligatory that the feedback be discussed with a 
colleague. When a clinician received feedback from a child or adolescent in the third condi-
tion, he or she was reminded at the beginning of the feedback to discuss the feedback with 
a colleague. Then, the clinician chose a colleague to meet with, for example the responsible 
psychiatrist or the colleague who provided the training in parenting skills. The intention 
was for the clinician to choose a colleague who had personal relevance for him or her and 
whose advice he or she would trust. The format for the case consultation was designed so 
that it could be completed within fifteen minutes and clinicians were accounted for the time 
they spend with discussing the format by the management. After they had been completed, 
the case consultation forms had to be returned to the researcher. Thus, in the third feedback 
condition, the clinician was obliged to pay attention to the feedback and received additional 
advice from a colleague about ways in which the treatment might be improved. Because a 
peer who had personal relevance for the clinician gave the additional advice, we expected 
that clinicians would be more likely to accept the feedback, would become more involved 
and would feel more responsible to act upon the feedback.
Additionally, we determined whether each child or adolescent was NOT between the 
first and second assessment. We designated children and adolescents as NOT if their 
improvement on the total difficulties score on the SDQ from the start of treatment to the 
first assessment during treatment was less than 8.5% (a detailed description of how NOT 
is calculated is given at the end of the Analyses section). Whether each child or adolescent 
was NOT was determined after the inclusion period had ended and was not provided to the 
clinician.
It proved to be technically impossible to check whether the clinicians had opened the 
feedback and we were unable to check whether the clinicians had discussed the feedback 
with the children, adolescents, and parents during the treatment sessions. Consequently, 
whether the clinicians had discussed the feedback with their clients was confirmed by ask-
ing the children, adolescents, and parents about this within the standard set of question-
naires given at each assessment and at the end of treatment (“Did the clinician discuss the 
feedback from the questionnaires that you filled out [last time]?”). Furthermore, in the third 
feedback condition, we confirmed whether the clinicians had discussed the feedback with a 
colleague by checking the case consultation forms that had been returned.
Outcome Measures
Strengths and Difficulties Questionnaire
The Strengths and Difficulties Questionnaire (SDQ; Goodman 1997; Van Widenfelt et al. 
2003) measures symptom severity. The children and adolescents between 12 and 17 years 
old completed the SDQ-S, and the parents of children between 4 and 17 years old com-
pleted the SDQ-P. The SDQ consists of 25 items and an additional assessment of impact. 
All of the items are scored on a three-point scale (ranging from not true to completely 
true), which can be divided into the subscales Emotional Symptoms, Conduct Problems, 
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Hyperactivity-Inattention, Peer Relationship Problems, and Prosocial Behavior. A total 
difficulties score can also be calculated by summing the scores on the Emotional Symp-
toms, Conduct Problems, Hyperactivity-Inattention, and Peer Relationship Problems sub-
scales (range of scores: 0–40). The Dutch version of the SDQ-S and the SDQ-P have been 
found to have acceptable internal consistency, test–retest stability and parent-youth agree-
ment, and good concurrent validity (Muris et al. 2003; Van Widenfelt et al. 2003). How-
ever, the reliability of two of the subscales of the SDQ-P (Conduct Problems and Peer 
Relationship Problems) has been found to be insufficient (Stone et al. 2010).
KIDSCREEN
The KIDSCREEN-52 child-adolescent version and KIDSCREEN-27 parent version were 
used to measure the child’s or adolescent’s quality of life (Ravens-Sieberer et al 2006). The 
children and adolescents between 12 and 17 years old completed the KIDSCREEN-52, and 
the parents of children between 4 and 17 years old completed the KIDSCREEN-27. The 
items on both the KIDSCREEN-52 and the KIDSCREEN-27 are scored on a 5-point scale 
ranging from not at all/never to totally/always. The KIDSCREEN-52 consists of 52 items 
that can be divided into the subscales Physical Well-Being, Psychological Well-Being, 
Moods and Emotions, Self-Perception, Autonomy, Parent Relation and Home Life, Finan-
cial Resources, Social Support and Peers, School Environment, and Social Acceptance 
(vs. Bullying). The KIDSCREEN-52 has acceptable to satisfactory reliability and validity 
(Ravens-Sieberer et al. 2006, 2008). The KIDSCREEN-27 consists of 27 items that can be 
divided into the subscales Physical Well-Being, Psychological Well-Being, Autonomy and 
Parent Relation, Social Support and Peers, and School Environment. The KIDSCREEN-27 
has satisfactory item internal consistency, item discriminant validity, agreement between 
youth and proxy reports, and good reliability (Ravens-Siebere).
End of Treatment Variables
The child and parent versions of the Youth Thermometer were used to measure partici-
pants’ satisfaction with the treatment that they had received (Bransen et al. 2005; Kok and 
Van Wijngaarden 2003). The Youth Thermometer-Child Version consists of 28 items. The 
Youth Thermometer-Parent Versions asks about the child’s treatment and the training in 
parenting skills (if applicable). It consists of 31 and 32 items, respectively. The items are 
answered either yes/no, ask for a rating, or have an open-ended response. The items can be 
divided in the subscales Appraisal of Information, Appraisal of Participation, Appraisal of 
the Clinician (the child’s clinician and the parents’ clinician), Appraisal of the Treatment 
Result and Background Information. The Youth Thermometer-Child Version has accept-
able to satisfactory reliability, and the Youth Thermometer-Parent Versions have good reli-
ability (Kok and Van Wijngaarden 2003). The internal consistency of the parent version 
that asks about the treatment of the child is as yet unclear, but the internal consistency of 
the parent version that asks about the training in parenting skills is good (Kok and Van 
Wijngaarden 2003).
The length of treatment was measured as days between admission to and discharge from 
the mental health care institution and was reported in months. The number of treatment 
sessions was counted as the total number of contacts between the clinician and the child, 
adolescent, or parent. The rate of dropout was calculated as the percentage of children 
and adolescents who terminated the treatment (unilateral decision to end the treatment) 
318 Child & Youth Care Forum (2021) 50:307–332
1 3
compared to the percentage of children and adolescents who completed the treatment 
(bilateral decision to end the treatment).
Analyses
To determine whether randomization had resulted in equal distributions across the three 
feedback conditions in participants’ demographic characteristics and their baseline SDQ 
Total and KIDSCREEN Total scores, we performed one-way ANOVAs and chi-square 
tests using SPSS (IBM Corp, 2011).
The feedback effects were analyzed both in accordance with the intention-to-treat prin-
ciple (ITT) and for the completers only (CO). For the intention-to-treat analyses, all of the 
children and adolescents who had been randomized to one of the three conditions were 
included (youth sample: n = 225; parent sample: n = 288). The children, adolescents, and 
parents were designated as completers if they had filled out the complete set of question-
naires for at least 50% of the assessments for which they had been invited (youth sample: 
n = 103; parent sample: n = 181). There were no significant differences between the com-
pleters and non-completers in their baseline demographic characteristics. We were faced 
with both participants ceasing to fill out the questionnaires during treatment and incom-
plete registration of end-of-treatment variables. Therefore, the total number of observations 
varied from 71 to 225 for the youth sample (see Table 2) and from 79 to 288 for the parent 
sample (see Table 3).
The primary outcome measure was Symptom Severity as measured with the SDQ. 
Secondary outcome measures were Quality of Life (which was measured with the KID-
SCREEN), and the end-of-treatment variables Satisfaction with Treatment (which was 
measured with the Youth Thermometer), Length of Treatment, Number of Treatment Ses-
sions, and Rate of Dropout. To test the hypothesis that symptom severity decreased more 
and quality of life increased more for children and adolescents in the second and third feed-
back conditions than for children and adolescents in the first condition, we calculated dif-
ference scores between the baseline and end-of-treatment assessments. Using the statistical 
package Mplus 7 (Muthén, and Muthén 1998–2015), we tested whether the three condi-
tions showed significant differences in mean difference scores. The latter was tested by 
comparing an unconstrained model (in which mean differences are freely estimated in each 
condition) with a constrained model (in which mean differences are constrained to be equal 
across conditions) using chi-square difference tests. Missing data were taken into account 
by using full information maximum likelihood (FIML). Differences among the conditions 
in the end of treatment variables were also tested with chi-square difference tests in Mplus. 
Again, we compared unconstrained models (in which means are freely estimated) with 
constrained models (in which means are constrained to be equal). Differences between par-
ticipants who dropped out and those who completed treatment were tested using Fisher’s 
exact test in SPSS.
Additionally, we tested whether being NOT moderated the association between the 
feedback intervention and changes in symptom severity. We planned to determine whether 
each child or adolescent was NOT by calculating the reliable change index (RCI) for the 
total difficulties score on the SDQ between the first measurement (baseline assessment) 
and second measurement (the first assessment during treatment). Children and adolescents 
were designated NOT if their RCI was smaller than 1.96 (i.e., not showing statistically sig-
nificant improvement; Jacobson and Truax 1991). However, using this definition we found 
that 81.2% (from the youth sample) or 82.8% (from the parent sample) of the children and 
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adolescents turned out to be NOT. Thus, we concluded that this RCI, which is in general 
used as a measure of outcome at the end of treatment, was too strict to be used as a defini-
tion for being NOT during treatment. In addition, by using this definition we found a sig-
nificant difference in the baseline scores of the OT and NOT groups. This suggested that 
the NOT group included more children and adolescents with a baseline score near the clin-
ical cut-off score. As a result of having low baseline scores, these children and adolescents 
were less likely to show statistically significant improvement and thus were more likely to 
be designated NOT. We decided, therefore, to take the baseline severity score into account 
in our definition of NOT.
Baseline severity can be taken into account by using percentage improvement (Hiller, 
Schindler, and Lambert 2012). Percentage Improvement (PI) is calculated as:
The amount of change depends on the degree of pretreatment severity. So low baseline 
severity (i.e., low SDQ scores at baseline) requires relatively small decreases to achieve 
substantial improvement, whereas high baseline severity (i.e., high SDQ scores at base-
line) requires relatively large decreases to attain substantial improvement. The percentage 
improvement from baseline to the end of treatment that is often used is 50% (Dimidjian 
et al. 2006 ; Strauman et al. 2006 ). However, 50% improvement would be too strict for 
defining NOT during treatment. In an effort to identify a criterion that would be a reason-
able estimate for improvement from baseline to the first assessment during treatment, we 
calculated a mean length of treatment for our sample. The mean duration of treatment for 
the children and adolescents was 12.25 months ( sd  = 5.40 months; range = 3–30 months). 
We defined being NOT at the first assessment during treatment, which was on average after 
2.07 months. Because the first assessment was administered on average at 17% of the treat-
ment duration, we anticipated finding an improvement of at least 8.5% (0.17 × 50%) at that 
point in treatment, with the assumption that improvement was linear across time (Barkham 
et al. 2006 ). Thus, we designated children and adolescents as NOT if their improvement 
on the total difficulties score on the SDQ from the start of treatment to the first assess-
ment during treatment was less than 8.5%. The moderating effect of NOT on the relation-
ship between the feedback condition and changes in severity symptoms was evaluated with 
regression analyses in Mplus. Feedback condition was represented by two dummy vari-
ables; NOT was also represented as a dummy variable; and the two interaction terms were 
the product terms of the two feedback condition dummy variables and the NOT dummy 
variable. The predictor variables were the two dummy variables for the feedback condition, 
the dummy variable for NOT, and the two interaction terms. The dependent variable was 




Table 1 summarizes participants’ demographic characteristics and their baseline SDQ and 
KIDSCREEN total scores. In both the youth sample and the parent sample, no significant 
differences were observed across the three feedback conditions in participants’ age, sex, 
[(SDQ − score at baseline − SDQ − score atfirst assessment during treatment)∕
SDQ − score at baseline] ∗ 100.
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country of birth, household composition, primary diagnosis, baseline SDQ total score, or 
baseline KIDSCREEN total score. Additionally, in the parent sample the number of mothers 
who were the main responding parent did not differ across the three feedback conditions.
Feedback Effects
The results for the youth sample are shown in Table 2. For the primary outcome meas-
ure, symptom severity, there were no significant differences among the three feedback 
conditions in mean difference scores for both the total and subscales scores. The chi-
square difference tests showed no significant change between the unconstrained model 
(in which mean differences were freely estimated for each condition) and the constrained 
model (in which mean differences were constrained to be equal across conditions; see 
final column in Table 2). The results for the secondary outcomes were almost the same. 
Table 2  Youth Sample: Differences in Symptom Severity, Quality of life, Satisfaction with Treatment, 
Length of Treatment, Number of Sessions, and Dropout for the Feedback Conditions
Condition 1 Condition 2 Condition 3 Comparisons
Mdiff SDdiff Mdiff SDdiff Mdiff SDdiff ∇χ2 (2) p
Outcome measures
N at start of treatment 75 79 71
SDQ total − 4.07 5.81 − 4.70 4.19 − 5.20 6.11 0.66 0.721
Emotional symptoms − 0.19 2.53 − 1.77 2.26 −2 .37 2.80 0.88 0.642
Conduct problems − 0.61 1.35 − 0.93 1.46 − 0.59 1.75 0.33 0.515
Hyperactivity-inattention − 1.12 2.10 − 1.35 1.78 − 1.47 2.24 0.52 0.770
Peer relationship problems − 0.62 1.49 − 0.63 1.42 − 0.68 1.52 0.04 0.982
Prosocial behavior 0.35 1.58 0.92 1.57 0.61 1.24 0.32 0.191
Impact − 2.19 2.94 − 1.22 3.01 − 1.22 3.64 0.07 0.216
KIDSCREEN total 15.49 29.68 15.22 28.83 24.66 28.17 0.29 0.318
Physical well-being 1.67 4.70 0.85 3.07 2.00 3.20 2.43 0.297
Psychological well-being 3.26 4.61 3.22 5.39 4.78 5.43 2.27 0.321
Moods and emotions 3.93 7.89 3.83 6.50 5.51 6.78 1.14 0.566
Self-perception 1.51 3.86 0.65 4.16 2.68 3.60 4.52 0.105
Autonomy 1.69 4.21 1.31 3.79 2.11 3.24 0.89 0.642
Parent relation/home life 0.60 4.67 2.30 4.38 1.34 4.77 3.07 0.216
Financial resources − 0.11 3.73 0.89 2.74 1.23 2.90 3.37 0.185
Social support and peers 1.99 4.80 1.13 4.65 3.06 4.79 2.76 0.251
School environment 1.48 6.12 2.57 6.63 2.72 7.67 0.84 0.657
Social acceptance 1.48 2.55 0.43 2.13 0.18 2.76 0.52 0.023
End of treatment variables M sd M sd M sd
N for satisfaction with treatment 22 26 23
N for next two variables 66 71 63
Satisfaction with treatment 7.82 1.15 8.12 1.25 6.83 2.26 5.46. 0.65
Length of treatment 11.76 5.35 12.49 4.72 12.49 6.06 0.84 0.656
Number of sessions 27.36 37.78 24.65 22.18 24.44 26.68 0.30 0.860
Dropout (number) 1 6 6 Fisher’s exact 
testp = .106
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That is, there were no significant differences across the three feedback conditions in 
changes in quality of life except for Social Acceptance. The improvement in Social 
Acceptance from baseline to the end of treatment was significantly higher in Condition 
1 than in Condition 2 or Condition 3. There also were no significant differences between 
the three feedback conditions in the end-of-treatment variables: satisfaction with treat-
ment, length of treatment, number of sessions, or rate of dropout.
The results from the parent sample are shown in Table 3. There were no significant 
differences among the three feedback conditions in changes in symptom severity or 
quality of life. There also were no significant differences among the feedback conditions 
in the end-of-treatment variables: satisfaction with treatment (neither in the treatment of 
the child nor the training in parenting skills), length of treatment, number of sessions, or 
rate of dropout.
The results for the ITT group and the CO group were similar for both the youth sample 
and the parent sample. Therefore, only the results of the ITT group are reported here.
Table 3  Parent Sample: Differences in in Symptom Severity, Quality of life, Satisfaction with Treatment, 
Length of Treatment,Number of Sessions, and Dropout Between the Feedback Conditions
Condition 1 Condition 2 Condition 3 Comparisons




N at start of treatment 97 95 96
SDQ total − 4.21 4.90 − 4.94 5.44 − 5.19 6.28 1.04 0.594
Emotional symptoms − 1.70 1.71 − 1.81 2.37 − 1.93 2.55 0.37 0.832
Conduct problems − 0.91 1.59 − 1.10 1.78 − 0.84 1.66 0.69 0.708
Hyperactivity-inattention − 0.88 2.17 − 1.21 2.15 − 1.44 2.06 2.01 0.367
 Peer relationship problems − 0.82 1.92 − 0.72 1.53 − 1.01 − 3.82 0.74 0.690
 Prosocial behavior 0.43 1.72 0.84 1.47 0.69 1.94 1.92 0.384
 Impact − 1.66 2.47 − 1.90 2.62 − 2.61 3.02 4.00 0.136
KIDSCREEN total 8.81 13.93 9.79 13.51 9.04 13.96 0.17 0.919
Physical well-being 1.67 4.29 1.19 3.73 1.43 3.84 0.42 0.810
Psychological well-being 3.30 3.99 3.48 4.78 3.69 5.15 0.24 0.889
Autonomy 1.46 4.87 1.59 3.05 0.85 3.25 1.60 0.450
Social support and peers 1.33 3.74 1.17 3.23 1.63 3.74 0.55 0.761
School environment 1.43 3.61 2.28 4.14 1.39 4.33 1.96 0.376
End of treatment variables M sd M sd M sd
N for treatment child 40 36 41
N for parenting skills training 32 23 24
N for next two variables 84 86 85
Satisfaction with treatment
  Treatment child 7.08 1.66 7.72 1.17 7.24 1.56 4.53  0.104
  Parenting skills training 7.13 1.62 7.74 1.33 7.50 1.12 2.37  0.305
Length of treatment 13.01 7.21 13.51 5.17 13.78 6.66 0.52  0.770
Number of sessions 21.41 31.09 19.86 17.01 21.16 20.78 0.28  0.869
Dropout (number) 2 5 6 Fisher’s exact 
test p = .338
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Moderating Effect of NOT
To determine whether a child or adolescent was NOT, we used an improvement of less than 
8.5% on the SDQ total difficulties score between the first assessment (the baseline assess-
ment) and the second assessment (the first assessment during treatment). This resulted 
in 53.8% of the children and adolescents being NOT in the youth sample and 50.2% of 
the children and adolescents being NOT in the parent sample. We found no moderating 
effect of being NOT on the association between the feedback intervention and symptom 
severity (SDQ total and subscale scores). This finding was similar for the youth sample 
(SDQ total: for the first interaction term B = −0.80, SE = 2.65, p = 0.711, and for the second 
interaction term B = −1.68, SE = 2.82, p = 0.551) and the parent sample (SDQ total: for the 
first interaction term B = -0.43, SE = 2.02, p = 0.832 and for the second interaction term 
B = −1.54, SE = 2.00, p = 0.441). Again, the findings for the youth sample and the parent 
sample were similar for the ITT group and the CO group; therefore, results from the latter 
are not reported here.
Post‑Hoc Analyses
We measured implementation by asking children, adolescents, and parents whether the cli-
nicians discussed the feedback within the standard set of questionnaires at each assessment 
and at the end of treatment. However, only 14.2% of the children and adolescents (n = 32; 
Condition 1 = 16.0%, n = 12; Condition 2 = 12.7%, n = 10; Condition 3 = 14.1%, n = 10), 
and 22.6% of the parents (n = 65; Condition 1 = 24.7%, n = 24; Condition 2 = 21.1%, n = 20; 
Condition 3 = 21.9%, n = 21) answered the question about whether the clinician discussed 
the feedback during treatment at the end of their treatment. Only 25.0% of these children 
and adolescents and 15.4% of these parents reported that the therapist discussed the feed-
back each time after the questionnaires had been completed. Additionally, 31.3% of these 
children and adolescents and 32.3% of these parents reported that the feedback was dis-
cussed some of the times after the questionnaires had been completed. Thus, it appears that 
about half of the time the clinicians did not discuss the feedback during the treatment ses-
sions. In the third feedback condition, we additionally measured fidelity to this condition 
by checking whether the case consultation forms had been returned. For 29.6% (n = 21) of 
the children and adolescents in the youth sample and 36.0% (n = 35) of the children and 
adolescents in the parent sample, the case consultation form was returned at least once dur-
ing treatment. This raised the question as to whether the results would differ if they were 
analyzed separately for the children and adolescents with whom the case consultation was 
used and the feedback was likely discussed during treatment. Because whether there was 
a case consultation with a colleague defines the difference between the second and third 
feedback conditions, most of the children and adolescents who were included in the analy-
sis for the third group actually belonged to the second group. We, therefore, included in 
the second feedback group the children and adolescents for whom a case consultation had 
not been used. The final comparison included children and adolescents in feedback Condi-
tion 1 versus children and adolescents in feedback Condition 2 including the children and 
adolescents in feedback Condition 3 for whom a case consultation had not been used, as 
opposed to children and adolescents from feedback Condition 3 for whom a case consulta-
tion had been used.
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For both the youth sample and the parent sample, we found no significant differences 
among the three feedback conditions in symptom severity (SDQ total), quality of life 
(KIDSCREEN total), or the end-of-treatment variables satisfaction with treatment (both 
treatment of the child and training in parenting skills), length of treatment, number of ses-
sions, and rate of dropout.
Discussion
The present study reports the results of a three-arm, parallel-group, randomized controlled 
trial, in which a literature-based, multi-faceted implementation strategy was used, that 
investigated several potentially effective components of feedback from ROM in youth men-
tal health care in the Netherlands. Contrary to expectations, the results showed no signifi-
cant differences among the three forms of feedback on symptom severity, quality of life, 
satisfaction with treatment, length of treatment, number of sessions, or rate of dropout. 
Furthermore, there was no moderating effect of being NOT on the association between 
the feedback intervention and symptom severity. Research on the use of feedback in youth 
mental health care is scarce and, as far as we are aware, all available studies have investi-
gated the effects of a specific kind of feedback compared to no feedback or a low intensity 
of feedback. We are unaware of any other studies that have investigated different kinds of 
feedback; thus, our results appear to be unique.
The first and most obvious explanation for not finding any differences among the vari-
ous forms of feedback is that our statistical power was limited. Despite the fact that we 
extensively informed children, adolescents, parents, and clinicians about the study and we 
extended the inclusion period, we were unable to recruit the number of participants for 
which we had aimed. It turned out that a large group of eligible children and adolescents 
was excluded for participation due to the complex informed-consent procedure. Because 
parents have legal responsibility for their children, the informed consent form had to be 
signed by both parents for children between 4 and 12 years old and by both the adolescent 
and his or her parents for adolescents between 12 and 15 years old. Especially when par-
ents were divorced and when adolescents were in puberty, it was difficult for the informed 
consent procedure to be completed. Nevertheless, we did not identify any trends in the out-
come measures that approached significance.
A second explanation is that the lack of difference among the three feedback condi-
tions was due to poor implementation. Our literature-based, multi-faceted, clinician ori-
ented implementation strategy (Grol et  al. 2010) proved insufficient for creating enough 
trust and involvement in order to effectively implement the use of feedback from ROM. 
The implementation strategy included training, a ROM implementation package, update 
meetings, feedback about and rewards for good response rates, reminders to correct errors 
and to take additional action, and the provision of a helpdesk. In actual practice, the clini-
cians failed to successfully utilize the feedback and the case consultation. For the feed-
back to be effective, the questionnaires had to be completed, the clinician had to review 
the feedback, and the clinician had to discuss the feedback during treatment (Scott and 
Lewis 2015). We found, however, that only 46% of the children and adolescents and 63% 
of the parents completed at least 50% of the assessments for which they had been invited. 
This means that the feedback, on average, was available only half of the time when it was 
supposed to be. Because it was technically impossible to confirm whether the clinicians 
had opened the feedback and because we were unable to confirm whether the clinicians 
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had discussed the feedback, the percentage of the feedback that the clinician viewed and 
used during treatment was probably even lower. Moreover, only 56% of the children and 
adolescents and 48% of the parents reported that the clinician discussed the feedback at 
least once during treatment. This might have created a vicious cycle. That is, only a por-
tion of the children, adolescents, and parents completed the questionnaires; the clinicians 
either did not discuss why the questionnaires had not been completed or did not discuss 
the feedback; the children, adolescents, and parents might then have thought that the ques-
tionnaires were not important, and so they stopped filling them out. We aimed to evaluate 
the effects of feedback when both the questionnaires had been filled out and the results 
had been discussed at least once during a case consultation. The numbers, however, were 
too small for meaningful conclusions to be reached. An additional complicating factor was 
that multiple clinicians had been involved in the treatment of a particular child or adoles-
cent. There might have been confusion about which clinician was supposed to discuss the 
feedback with which participant (child or adolescent and parents), with the consequence 
that no discussion of the feedback took place. Previous research has consistently confirmed 
that mental health clinicians only infrequently engage in ROM practices in both adult and 
child mental health care (e.g.,Lyon et  al. 2016; Mellor-Clark et  al. 2016; Waldron et  al. 
2018). Specifically, Bickman et al. (2016) and Brattland et al. (2018) showed a direct effect 
of successful implementation of ROM on treatment outcome. In another study, Bickman 
et al. (2011) found a dose–response effect, with stronger effects when clinicians reviewed 
a greater number of feedback reports. It might be that clinicians who fail to use ROM pro-
vide treatments that are insufficiently attuned to their clients’ problems and preferences, 
perhaps do not modify treatments when clients are not progressing, and thus have clients 
with poorer treatment outcomes.
A third explanation for the lack of differences among the three forms of feedback might 
be that feedback simply does not have an effect on treatment outcome for children, adoles-
cents, and their parents. The small number of previous studies on feedback in youth mental 
health care have indeed shown a limited effect or no effect at all of feedback on symp-
tom severity, length of treatment, number of sessions, rate of drop-out, or client satisfac-
tion. However, it was not possible for us to evaluate this explanation in the present study, 
because all of the participating youth departments had already started using ROM, includ-
ing providing feedback to the clinicians.
Some limitations of the study should be acknowledged. First, caution is needed when 
attempting to generalize the present findings to other mental health care institutions. 
Although the participating children, adolescents, and parents were diverse in socio-demo-
graphic characteristics, and the children and adolescents had a wide variety of mental 
health problems, the study was conducted in only one large mental health care institution. 
In addition, there was a significant difference between the eligible and participating chil-
dren and adolescents in their country of birth. Second, it is possible that differences in the 
care that the clinicians provided to the children, adolescents, and parents other than the 
feedback might have emerged (creating a performance bias), because the clinicians could 
not be blinded. Because children, adolescents, and parents were assigned to departments 
(i.e., entire teams) instead of to individual clinicians, we were also unable to account for 
clustering of clients within clinicians. Third, the children, adolescents, and parents were 
asked to fill out web-based questionnaires only at the start of treatment, one and a half 
months after treatment had started, subsequently every three months during treatment, and 
at the end of treatment. Because clinicians, managers, and directors did not support the idea 
of session-by-session assessments, we chose initially to implement ROM at a relatively 
low frequency, to collect more information about the potentially effective components of 
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ROM, and then to administer the measures more frequently. However, the relatively low 
frequency at which the outcome measures were administered might have prevented admin-
istration of them from becoming routine and therefore a new habit of the clinicians (Nilsen, 
et al. 2012). Fourth, the extent to which the clinicians actually viewed and discussed the 
feedback with the children, adolescents, and parents is unclear. It proved technically impos-
sible to confirm whether the clinicians had opened the feedback, and we were unable to 
confirm whether the clinicians had discussed the feedback with the children, adolescents, 
and parents during the treatment sessions. Only within the context of administering the 
standard set of questionnaires were we able to ask the children, adolescents, and parents 
about whether the feedback had been discussed in their treatment sessions, and only a 
small percentage of the children, adolescents, and parents responded to this question. Fifth, 
in investigating whether being NOT moderated the association between feedback condition 
and changes in symptom severity, we assumed that improvement within treatment would 
be linear across time. However, in the literature, studies have shown that improvement is 
both linear and non-linear (e.g. log linear). Although unlikely, it is possible that our results 
would have differed if we had assumed non-linear improvement. Finally, because of ethical 
and financial reasons, we were unable to assess potential long-range changes after the treat-
ment had ended.
In conclusion, the fact that we did not find any differences among the various forms of 
feedback could be attributable to limited power (due to low recruitment), implementation 
difficulties (such as infrequent ROM, unknown levels of viewing and sharing of feedback 
reports, or clinicians’ lack of adherence to the feedback conditions), or an inadequate theo-
retical framework (a lack of effect of different forms of feedback on treatment outcome for 
children, adolescents, and their parents). Because of our power and implementation dif-
ficulties, at this time no firm conclusions about the effectiveness of different components 
of feedback in youth mental health care can be reached, so that the underlying theoretical 
framework should be retained.
Although this study did have certain limitations, it nevertheless contributes to the lim-
ited knowledge base about feedback in youth mental health care generally and outside 
the United States and for young children specifically. The results, therefore, are relevant 
for both clinicians and researchers. On the one hand, the results might suggest that more 
extended forms of feedback and the addition of case consultation do not have incremen-
tal effects on treatment outcomes for children, adolescents, and their parents. The results 
might also suggest that being NOT does not moderate the association between the feed-
back intervention and changes in symptom severity. On the other hand, we did encounter 
power and implementation difficulties, and this underscores the complexity of conducting 
research on and implementation of ROM in youth mental health care in the real world. 
Complicating factors included the informed consent procedure for children younger than 
16 years old, the involvement of both the child or the adolescent and one or both parents in 
the treatment, the involvement of multiple clinicians in the treatment of a particular child 
or adolescent, and unexpected obstacles, such as changes in the clinical and the managerial 
staff. Clearly, additional research is needed in which additional implementation efforts are 
undertaken.
A recent systematic review (Forman-Hoffman et al. 2017) showed that there is sparse 
evidence to support the use of diverse implementation strategies. Both researchers 
and clinicians still do not have adequate knowledge about the best way to successfully 
implement evidence-based practices in clinical settings for children and adolescents. 
The evidence is inconsistent for strategies that use educational meetings or educational 
materials. There is, however, modest evidence to support the use of financial incentives, 
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such as pay for performance. Implementation strategies appear to be most successful 
when they include outreach visits and reminders, provide practitioners with newly col-
lected clinical information, and focus on organizational changes. Besides having spe-
cific implementation strategies, having more time for implementation seems important. 
Research has consistently shown that acquiring the ability to effectively use new clinical 
procedures takes three to five years (e.g., Fixsen et  al. 2005). A recent study in adult 
mental health care also found that the impact of feedback increased across time (Bratt-
land et  al. 2018). Little effect of feedback was found in the first and second years of 
its use, but by the fourth year clients were two and a half times more likely to improve 
when their clinicians used feedback. Thus, to successfully implement ROM and the use 
of feedback from ROM in youth mental health care, a number of components seem to be 
essential, including greater simplicity of procedures, greater stability in the staff, finan-
cial incentives for clinicians, outreach visits, continual stimulation for clinicians, a gen-
eral focus on organizational efficiency, and more time for implementation.
Additional research about the effects of feedback from ROM is obviously needed 
in youth mental health care, outside the United States, with young children and their 
parents, with different forms of feedback, and with case consultation. Future research 
should also identify the mechanisms through which feedback might work, for example 
by including measures of clinician characteristics and the degree of match between a 
clinician and a particular child or adolescent. Additionally, it would be important for 
future studies to have a higher ROM frequency, be longitudinal, and include multi-
ple follow-up assessments after treatment has ended. Also, future research should be 
designed in such a way that it reduces the bias due to participant and clinician aware-
ness that a specific ROM component is being used in the intervention (Kendrick et al. 
2016). Because it is impossible to totally blind participants and clinicians, designs that 
vary the amount and timing of the feedback would be useful (Chang et al. 2012). Future 
studies should also find ways to reduce the relatively high rates of attrition. This might 
be accomplished through independent assessments of research outcomes by staff who 
are not involved in treating the participants and who have the ability to collect data on 
participants who do not return. Lastly, future research should explicitly focus on imple-
mentation of the feedback intervention, by paying extensive and continuing attention to 
participants, clinicians, and organizational processes, in order to optimize the chances 
of identifying potential feedback effects. An effectiveness-implementation hybrid design 
(Curran et al. 2012), in which components of clinical effectiveness and implementation 
research designs are blended, might help by paving the way for more rapid translation 
of research findings into clinical practice, more effective implementation strategies, and 
eventually more useful information and clear-cut results.
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